because percutaneous drainage in a patient with Chilaiditi syndrome, in which the GI tract is located between the right liver and the abdominal wall, was not possible because of the risk of puncturing the intestinal tract. The abscess was visualized with linear EUS and punctured with a 19-gauge EUS-FNA needle from the duodenum after exclusion of the interposed vascular structures by color Doppler US. A 0.025-inch guidewire was introduced through the needle and coiled within the abscess under EUS and fluoroscopic guidance. After fistula dilation with an ERCP catheter, a 5F nasocystic tube was placed in the abscess to be cut inside the stomach after the patient recovered. There were no procedure-related adverse events, and CT 6 days later revealed complete resolution of the abscess (Figs. 1E and F) . The tube was then cut inside the
